" STATE OF CALIFORMNIA-HEALTH AND HUMAN SERVICES AGENCY

DEPARTMENT OF HEALTH SERVICES

7147744 P Street
P.O. Box 942732

Sacramento, CA 94234-7320
{918} B57-2941 July 16, 1999

TO:  All County Welfare Directors Letter No.: 99-36
All County Administrative Officers
All County Medi-Cal Program Specialist/Liaisons
All County Public Health Directors
All County Mental Health Directors

ELIMINATION OF THE FACE-TO-FACE INTERVIEW REQUIREMENT AT ANNUAL
REDETERMINATION

The purpose of this letter is to inform counties that effective July 1, 1999, counties can
process ALL Medi-Cal annual redeterminations through the mail-in process.

Also effective July 1, 1999, beneficiaries are no longer required to attend a
face-to-face interview at annual redetermination. The Medi-Cal Eligibility Branch (MEB)
finds sufficient support to make this administrative change after reviewing the data compiled
from the Medi-Cal Redetermination Pilot Project (Pilot) conducted in fiscal year 1995-1996.

To ensure equitable program administration within each county when implementing this
policy change, each county shall have clear and concise written directives issued to all
eligibility staff that the mail-in redetermination standards apply to all beneficiaries.
Although current regulations allow counties to require beneficiaries under certain categories 1o
attend a face-to-face interview at redetermination; however, counties are to complete the entire
redetermination process with beneficiaries by telephone and/or mail.

Please note: This policy change allows all beneficiaries the right to request a
face-to-face interview with eligibility staff if they so desire and eligibility staff is allowed
to request the beneficiary to complete a face-to-face interview before benefits are
redetermined ONLY for good cause such as suspicion of fraud.

The criteria for eligibility staff to require the beneficiary to attend a face-to-face interview
could be one or more of the following situations:

. Questionable information on the redetermination form or verifications provided;

. Individual/family has ne visible means of support such as in-kind income or
means of support is not reported for the individual and/or family;

. Obvious discrepancies between information reported on an application and
Income Eligibility Verification System (IEVS) on assets or income; or
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. Self-employed individual whose income and expenses do not match reported
income and that questionable information could not be resolved with follow-up
telephone contact and/or mail.

When a beneficiary is requested by the county to attend a face-to-face interview for any
reason, eligibility staff must document the reason(s) in the case record for post-eligibility review
and audit. Eligibility requirements for the Medi-Cal program have not changed with this
administrative change. Each case record must contain adequate information with supportive
documentation to venfy an individual’s eligibility. Vernfication of identify, residency,
citizenship/alien status, Social Security number, income and/or resources remain a part of the
eligibility determination process. Recipients of Medi-Cal benefits must comply with the
requirements before benefits may be continued.

County welfare departments (CWDs), in addition to the verifications provided by the
beneficiary, shall also use the electronic data exchange methods available to verify an
individual’s eligibility. The data exchange methods are the IEVS, Payment Verification System
(PVS), and Systematic Alien Verification of Eligibility (SAVE), to confirm unearned income
such as unemployment benefits/disability payments from the Employment Development
Department, Social Security benefits from the Social Security Administration, earned interest on
an account from a financial institution, and alien status.

L LEGISLATIVE BACKGROUND

Federal law does not require an applicant or recipient of Medicaid to attend a face-to-face
interview as a condition of receiving benefits. The only face-to-face interview
requirement is found in Section 11052.5 of the Welfare and Institutions (W&TI) Code for
applicants for public assistance under Chapters 2 (Aid to Families with Dependent
Children) and 5 (Social Services). The Medi-Cal program, adopted the face-to-face
interview provision of the W&I Code and imposed the face-to-face requirement on all
Medi-Cal Family Budget Units which contain at least one Aid to Families with
Dependent Children (AFDC)-Medically Needy or Medically Indigent member to
conform with the AFDC program requirements. As cited in W&I Code, Chapter 7 (Basic
Health Care), Section 14000, the intent of legislation is that in the administration of
providing health care to qualifying individuals, the Department of Health Services shall
give due consideration both to the appropriate organization and to the ready accessibility
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II.

and availability of the facilities and resources to persons eligible under Chapter 7 (Basic
Health Care), and to new and innovative approaches to the delivery of health care
services.

PROGRAM ALIGNMENT

Title 22, California Code of Regulations allow the following individuals requesting
benefits to be exempted from the face-to-face requirement:

. Persons who receive Medi-Cal through the Aid for Adoption of Children
Program;

. Persons who have a government representative, such as a public guardian, acting
on their behalf;

. Medically indigent children who are not living with a parent or relative and for

whom a public agency is assuming financial responsibility in whole or in part; or

. Persons who receive Medi-Cal benefits through the Supplemental Security
Income/State Supplementary Payment Program.

Recent federal*legislation expanded health care coverage for low-income

children ages 1-19 through Medicaid expansion and state Children Health Insurance
Program (CHIP), known as the Healthy Families program in California. Eligible children
for Medicaid expansion or Healthy Families are linked to the AF DC-Medically Needy
and AFDC-Medically Indigent programs and their families’ income is at or below 200
percent of the federal poverty level (FPL). State legislation allows families to apply for
health care for these children with a common mail-in application and a simplified
application process that requires no face-to-face interview. In addition, families whose
income is at or below the FPL guidelines will also have their property disregarded in the
children’s eligibility determination.

MEB recognizes that recent federal legislation for welfare reform and CHIP has had a
major impact on Medi-Cal program administration. Elimination of the face-to-face
interview requirement at annual redetermination reflects MEB’s commitment to work
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with counties to relieve workload, prioritize caseload activities and use staff resources
effecttvely. DHS administrative changes are also consistent with the federal and state
governments’ intent to remove barriers to the Medicaid program for the uninsured and
working poor.

REDETERMINATION FORMS

Counties may use the following forms for annual redeterminations:

A,

MC210 RV (9/96 Te edi-Cal Annual Redetermination {Enclosure 1

The MC 210 RV form may be used for all redeterminations including those
Medi-Cal Family Budget Units consist of adults receiving Medi-Cal benefits with
children who are receiving Medi-Cal benefits under one of the poverty waiver
programs. The MC 210 RV is a simplified Redetermination Form designed to
enable families to provide adequate information to the county for continuing
eligibility. The form was developed as a joint effort by the MEB, Pilot counties,
and the Medi-Cal Forms Committee. The MC 210 RV was piloted by four of the
five Pilot counties for annual redeterminations at the conclusion of the Pilot and
the comments and feedback by eligibility staff were positive.

The V form (English and Spanish) i vajlable the DH
warehouse at this time. However, CWDs may photocopy Enclosure 1 until it is
available through the DHS warehouse. MEB will notify CWDs via E-mail when
this form is available for ordering,

For incoming intercounty transfer (ICT) of cases, if the sending county provides
the new county with a copy of the SAWS 1, MC 210/SAWS 2, and MC 13 along
with other pertinent information for the new county to determine on-going
eligibility, the MC 210 RV may provide sufficient income and property
information for the new county of residence to redetermine a beneficiary or
family’s Medi-Cal benefits. Otherwise, the new county may request the
beneficiary to provide the new county of residence with a new MC 210/SAWS 2
and other necessary documents to redetermine their eligibility.
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MC 321 P (rev. 3/ ages Al- lication for Medi-Cal fi

Children and Healthy Families (Enclosure 2)

The MC 321 shall be used for children receiving Medi-Cal benefits through the
simplified mail-in application process. If the adults (such as parents) and siblings
(from ages 19-21) in the home are also receiving Medi-Cal benefits, county may
use the MC 210 RV to complete the annual redetermination for the entire family.

However, if property information or documentation is not provided at the same
time, children who are eligible under the property waiver programs shall have
their eligibility redetermined without delay. Other members in the Medi-Cal
Family Budget Unit who must meet the property guidelines may have their
benetits terminated if information/verification requested by the county is not
provided within the timeframe specified in a notice of action.

The MC 321 HFP (rev. 3/99) is available in loose-leaf form. Counties may order
the forms in English and Spanish through the DHS Warehouse. The loose-leaf
application form is available with or without a pre-addressed postage paid
envelope. Be sure to state your preference for forms with or without the envelope
when ordering from the warehouse. If your loose-leaf stock has an envelope
attached, please have eligibility staff remove it from the application forms before
sending them to the beneficiaries to complete for the annual redetermination. The
pre-addressed envelope is provided to NEW applicants for their return of the
application forms to the Single Point of Entry Administrative veador for income
screening process for Healthy Families and/or Medi-Cal for children programs.
CWDs shall provide envelopes to the beneficiaries for their return of the forms
directly to their designated eligibility staff.

62 (5/9 etermination for Medi-Cal Beneficiaries--Lone Term Care
in Own B ncl e

The MC 262 shall be used for beneficiaries receiving Medi-Cal under the long
term care aid codes. The MC 262 was designed specifically for beneficiaries
residing in long-term care facilities. The MC 262 is available from the DHS
warchouse,
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IV. RIGHTS AND RESPONSIBILITIES, OTHER PROGRAM INFORMING
REQUIREMENTS

With each redetermination notification to the beneficiary, CWD must ensure the

MC 219-—--Important Information for Persons Requesting Medi-Cal, Child Health
and Disability Prevention (CHDP) program brochure and any other required program
information are mailed to the beneficiary with the redetermination form to ensure the
beneficiary understands his/her rights and responsibilities to these programs. Ifa
beneficiary requests information and explanation for any program or referral to any
services, eligibility staff must ensure the beneficiary’s request is met and the action taken
is annotated in the case record.

The MEB would like to take this opportunity to thank those program staff who
participated in the Pilot for their efforts and hard work. With staff commitment and input, MEB
was able to examine the effectiveness of current policies and enhance the Medi-Cal
redetermination process for staff and beneficiaries. Together, we will meet the challenges ahead
and make health care benefits more widely accessible to the uninsured. A brief summary of the
Pilot data (Enclosure 4) is also enclosed with this letter. If you have any questions or comments
regarding the redetermination process or the Pilot data, you may contact Ms. Alice Mak of my
staff at (916) 654-0573.

Sincerely,
ORIGINAL SIGNED BY

ANGELINE MRVA, Chief
Medi-Cal Eligibility Branch

Enclosures



it of Calfomla—taath and Wellare Agency

EI!QI OSURE 1 Daparimuct of Heakth Secvicas
READ THIS FIRST

USE THESE INSTRUCTIONS TO HELP YOU FILL OUT
THE ATTACHED MEDI-CAL ANNUAL REDETERMINATION FORM

(Please return this form to your county weltare department)
1. PRINT ail answers in ink (black ink is best).
2. Please note the foilowing:

“AppHcant” means: (a) you, if you are applying for yourself and/or your family; or (b) the person you are filling
in this form for (including the person in long-term care).

“Caretaker” means a relative other than a parent who is applying on behaif of children under 21 years. A
caretaker may ask to be inciuded in the children’s Medi-Cal case.

“Family Member” means: (a) you, even if you are a single person; (b) your spouse or other parent of the
children, living with you; (c) your children under 21 years, who are living with you or are away at school; (d) your
spouse’s or other parent’s children under 21 years, who are living with you or are away at school; (e) your
unborn child.

3. i you need help or have any questions, ask your worker.
4. If you need more space to answer any question, or have additienal information to report, use question 21.

MC 230 RY (3/96) INSTRUCTION SHEET {Tamp.)

State of Caldomia—Heakh and YWeilarg Agency Deparnimant of Health Services.

READ THIS FIRST

USE THESE INSTRUCTIONS TO HELP YOU FILL OUT

THE ATTACHED MEDI-CAL ANNUAL REDETERMINATION FORM
(Please return this form to your county welfare department)

PRINT all answers in ink (black ink is best).
2. Please note the following:

“Appilcant” means: (a) you, if you are applying for yourself and/or your family; or (b) the person you are filling
in this form for (including the person in long-term care).

“Caretaker” means a relative other than a parent who is applying on behalf of children under 21 years. A
caretaker may ask to be included in the children's Medi-Cal case.

“Family Member” means: (a) You, even if you are a single person; {b) your spouse or other parent of the
children, living with you; (¢} your children under 21 years, who are living with you or are away at school; (d} your
spouse’s or other parent's children under 21 years, who are living with you or are away at school; (g) your
unborn child.

3. if you need help or have any questions, ask your worker.
4. If you need more space to answer any question, or have additional information to report, use question 21.

MC 210 RY (0/56) INSTRUCTION SHEET (Tomg)
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MEDI-CAL ANNUAL REDETERMINATION

Do you want your Medi-Cal| benefits to contlnue?

O Yes

¥es, you must answer all of the following questions.

0 NO

It no, sign and date the 1agt Page ot thls form. i

T ——— . -
l Apgiicant or Caretaker's Namme (Firss, Midale, Last) ApglicanyCaretaer Retationshup o Chiicren - COUNTY USE ONEY
[Socal Security Number Martl Sans [Feck ong) o L
3 Married (Date) 0 Never married (3 Common taw =
{J Separased (Date) 3 widowed O Divorzed O Femae (O Male |
Is Person Working? ls the Person Biind, Disabled or Incapacitaed? Pragnant Madi-Cal Requested
2 [OYea ONo I Yes, data of disabiiity: Oro [Oves One [0 ves i VS
g 2 Home Addrass (Number and Sreen City ZIP Code
ul —
; Maiiing Address (If diffarent from ahove) City ZIP Coda
=
-
t Area Coda and Home Phone Area Code and Work Phona Area Coda and Message Phone Person With Whom 1o Leave
p } -
2l () () Message:
« 3 Spouse/Other Parent (First, Middte, Last} Relationship 1 Appiicant
Sodial Security Number Marital Status (chack one) Sex
(J Married (Date) O Naver Married (7 Comman Law
(3 Separatad ({Date) O widowed 3 Divorced O Femae  (J Male
is Person Working? Is the Person Blind, Disabied or Incapacitated? Pragnant Med-Cal Requesied
D ves O Ne £] Yes, Date of Disabifity: ONo[QOves ONo |3 ves 3 No
4 LIST ALL CHILDREN AND OTHER ADULTS LIVING IN YOUR HOUSEHOLD:
z 9 Madi-Cal
o 2 Dats ot | Pregnant? Student Requestad
) u Name Rslationship Birth Yea | No | Yexs | No | Yea | No
a3
<2
T
=
3
<
a 2 Do you or any family member:
£ a Pay for an apartment or house? Amount $ e T Yes O Ne
'é Jves (Mo
E O ves O Mo
b Hbof ¢ are “yes,” answar all the following questions:
c
2 N
-5 What was received? Who recelved it? Who provided k?
«
2
>
-
6 Areyouor any family member caimed as a tax dependant by a person not living with you? O ves O mo
; Name and address of person daiming the tax deducton:
] Has anyone changed immigration/citzenship atatus in the last 12 months? Oves O no
Who: Alien number:
What Changed: Dare:
8 Do you or any family member have a physical or emotional problem which makes it difficult 1o work or take care of
a personal needs? Ovas T Ne
e Who:
G Do you or any family member have heaith inaurance? 3 Yes 0 ne
= g Who is insured?
Eg mmwwwﬁummmtmm.mm.«mia:emewhum? Oves T nNe

MC 210 RY (9%99) (Terrp.)

Page t a3



10 Am;mmolﬂﬂmmmtmmmfcreadywﬂgisiwp@m,w, ]
Parson Numboe 1-Name ’ ) Groes Monthty Earmings
Employer Work Tedephone Date Employmen: Segan (If New Job}

{ ) " S S
Addrass (Number and Sireet) City Stata ZIP Code - -
Hours Worked Per Week]Hours Worked Par Mon® | O Pad Weokly ) Every Twe Weoks | Income From Tips
O Two Times a Month J Other
Person Number 2-Nameg Groas Monthty Earmings -
— o
E Empioyer Work Taiephone Date Empioyment Began (If New Jow) i
3 { ) / /
f._.‘; Addreas (Number and Sireet) City State ZIP Code
|
o.
F |Hours Worked Per Waek [Hours Worked Per Month | 7 Paid Weakly L] Every Two Wooks | Income From Tips
w 0 Two Timesa Month (3 Othar
Person Number 3-Name g‘mu Manthiy Earnings|:
o 3 -
Empioyer Work Telaphonsg Date Employment Bagan (!f New Job)
( ) / /
Addrasa (Number and Street) City Stata ZIP Code
Hours Worked Per Week|Hours Workad Per Monm [ Weokly O Every Two Weeks | Income From Tips
3O TwoTimesaMonth [ Other
1 I ¥ ary farniy member is self-smpioyed, anach a copy of last federal tax retum or profitioss staterment
Adjusted gross income from last ledaral tax returm: § Has income charged? C) Yes (O No
2 12 2 Businesyself employment checking/savings aceounts or cash? OvYes 3 No
] b. Business equipment, wehicles, mois, inveniory, or materials (including livestock ae poultry nat for personal use):
-
0
S
@ c. Type of equipment:
13 Doyou, the other parenuspause, or children fiving in the home receive any omMer incame? O ves I No
if yes, list the source and amount of income received each month. If income is received less often than manthly, indicate
how often received. Attach proof of this incomae,
Sourca of Income Applicant Spouss Chitd
Soclal Security or Rajlroad Relirement $ $ $
= SSUSSP s $ $
8 Vewerans Bonefits (induding Aid and Alendance =i $ $ $
£ Retirement or Pension s 3 $
El Interest Income or Dividands $ 3 $
§ Conrributions (including those from relatives) $ $ $
Child and Spousal Support $ $ $
Unemployment 5 $ 5
State Disability $ $ $
Worker's Compensation ‘ $ K s
AFDC $ $ $
Onher (describe) $ $ $
14 Does anyone who works pay for care of a child or disabled aduit? Oves O Mo
i yes, please complete the folowing (artach recaipts):
Namae of Person Age of Ferson Amount ot
Raceiving Care Raceiving Care Payment How Oftan Paid
@ Person 1
w Person 2
i Person 3
i
Y] Who do you pay for tha care?
- Name
£
© Addrass

15 Does anyone pay coun-ordered chikd or spousal support? O Yes O Ne Amoums

16 'sanyone receiving school grants or loans? OYes ONoe Who?

MC 210 RV (99¢] {Temp.) Page 2d 3



17 Listalmmym,hoﬂmn&mvme.ordﬂgmliﬁnginmmmmw_qmmmuwhp”mmb,an,m., : HSE O
3. Cash or unczshed checks: Amount § PR
ﬂ’, b. Uﬂammdnddmmmhbm.mwbms.awnm.IRA.KEOGH.dafmedmpemaﬁon.redmmen!
g mu.mm.smMmmdm.mm:wmmmm:
>
g Financad irstingtion Type of Account Account Nurmber YaueBalance
=
=]
g
aad
I 8 a. List real property YOU awn inr any esuntry, state, or county {land you own, have e &, or share title inj,
E TEMS: houses, land, apartments, mobile homes taxed as real property, or other, If new ProperTy. attach a copy of
g SITOW papers and Iax sEatement
g Address or dascription of praperty:
a,
-
g Value of new property: § Amount owed: $ Monthly payment §
8 b. Address or description of property that you no longer own: e
s Did you sefl this property? ] Yes [ No ¥ yos: when? Value of property soid §
g‘ Did you give this proparty o someone? [ Yas [ No ¥ yes. who did you give it 1?
5‘ Hyou sold or gave away property, atiach proof.
3 ¢. List all life insurance policies, burial plans, burfal plots, cypts, or vauits.
o«
Face value of any lite insurance poiicies, burtal plans, burial piots, Y pts, or vaults: §
‘ g Listall cars, bucks, campers, motr homes, motorcydes, airplanes, boats, railers, or off-roag vehicles (even if not runnirg})
ewnad by you or your family. Attach copies of vehicls regisirations. If rone, write *nong.”
8 Used for
d Transportation?
¥ Make and Modei VIN Yaar Ownar Amount Owed| Yas No
w
>
ﬂ 2 0 2. Do you want information for Child Heaith and Disability Prevention Program {CHDP) heaith services for chiidren under 217
':'2' D ves O No
o b. Do you want information on the spedal supplemental program for Women, Infants, and Children IC} for pregnant or
] ogl g
@ breastfeeding women and chiidren under 57 Oves (I no
- 2 1 Additional information: (List any addidonal intormabon for questions 1 through 20,)
<Q
o
o<
—
a o
af
<z

CERTIFICATION
+ | have read and received a copy of the Important informatien for Parsons Requesting Medi-Cal form (MC 21 9.
» lam aware of, understand, and agrae to meet all my responsibilities as described on the MC 218,
* lunderstand that all of the statements, including benafit and income informatian, that | have mada on this form are subject to investigation and verification,
* lunderstand that Section 1137 of the Social Security Act requires that | provide Social Security numbers (SSNs) for myself andior any family members if
iiwe claim to be in a safisfactory immigration status. | understand that my/our SSNs will be verified and will be usad in a computer mateh 1o check the

understand that this is done to make sure that my/our tamily’s eligibility and share-of-cost lavel, if any, am tomec,

It is the responsibility of the applicant beneficiary and person acting for the applicant heneficia,
{10) days any changes that occur.

1 deciare under penalty of perjury under the laws of the United States of America and the Siate ot Catitormia that the intormalion comained in

this Staterénl 8fFacis and any of its supplemental form(s) that  may he asked 1o complele is tue and carrect,

Signature of Applicant Date

Signaure of Witnesa, Interpreter, or Person Assising Talephone Number Date
( )

EW Signature Care

% -
Me Page3d3

210 RV (90¢) (Temp.)
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LEA ESTO PRIMERO

USE ESTAS INSTRUCCIONES PARA LLENAR
EL FORMULARIO DE REDETERMINACION ANUAL DE MEDI-CAL ADJUNTO

(Presente el formulario en el departamento de asistencia publica de su condado)

1. ESCRIBA todas sus respuestas con tinta en letra de imprenta (de preferencia use tinta negra).
2. Tome en cuenta lo siguiente:

“Solicitante” significa: (a) usted, si usted esta solicitando Medi-Cal para usted mismo y/o para su familia; o () le
persona para la cual usted estd llenando este formulario (incluyendo a la persona que esté en cuidado a large
plazo). :

“Persona encargada del cuidado continuo de otro” significa un pariente que no sea el padre o la madre, y
que presenta la solicitud a nombre de nifios menores de 21 anos. Esta persona puede solicitar que se le
incluya en el caso de Medi-Cal de los nifios.

“Miembro de la familia” significa: (a) usted, incluso si Ud. es soitero: (b) su conyuge o el padre/madre de los
nifios, que viva con usted; (c) los hijos menores de 21 afios de edad que vivan con usted o que estén lejos en Iz
escuela; (d) los hijos de su cényuge o del padre o madre, menores de 21 afios de edad que vivan con usted o
que estén lejos en la escuela; (@) su bebé que alin no haya nacido.

3. Sinecesita ayuda o tiene alguna pregunta, pidale ayuda a su trabajador.

4. Si necesita mds espacio para contestar alguna pregunta, o tiene que reportar informacién adicional, use el
€Spacio que se proporciona en la casilfa 21.

MC 210 AV (Sp) {996} INSTRUCTION SHEET (Temp.)

State of Califomia—Heanh and Weltare Agancy Dmpasthant of Health Services

LEA ESTO PRIMERO

USE ESTAS INSTRUCCIONES PARA LLENAR
EL FORMULARIO DE REDETERMINACION ANUAL DE MEDI-CAL ADJUNTO
(Presente el formulario en el departamento de asistencia publica de su condado)

1. ESCRIBA todas sus respuestas con tinta en letra de imprenta (de preferencia use tinta negra).
2. Tome en cuenta lo siguiente:

“Solicitante” significa: (a) usted, si usted esta solicitando Medi-Cal para usted mismo y/o para su familia; o (b) la
persona para la cual usted esta llenando este formulario {(incluyendo a la persona que esté en cuidado a largo
plazo).

“Persona encargada del cuidado continuo de otro” significa un pariente que no sea el padre o la madre, y
que presenta {a solicitud a nombre de nifios menores de 21 afios. Esta persona puede solicitar que se le
incluya en el caso de Medi-Cal de los nifios.

“Miembro de la familia” significa: (a) usted, incluso si Ud. es soltero; (b) su cényuge o el padre/madre de los
nifios, que viva con usted; (c) los hijos menores de 21 afios de edad que vivan con usted o que estén lejos en la
escuela; (d) los hijos de su conyuge o del padre o madre, menores de 21 afios de edad que vivan con usted o
Que estén lejos en la escuela; (e) su bebé que aun no haya nacido.

3. Sinecesita ayuda o tiene alguna pregunta, pidale ayuda a su trabajador.

4. Si necesita mas espacio para contestar alguna pregunta, o tiene que reportar informacién adicional, use el
espacio que se proporciona en la casilla 21,

MC 210 RV (Sp) {wvee) INSTRUCTION SHEET (Temg.)
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REDETERMINACION ANUAL DE MEDI.cAL ™"

¢Desea seguir obteniendo beneficios de Medi-Cal? O si (J NoO Si no, firme y feche la dltima Pagina de est:
formulario Sij si, conteste todas las preguntas,

T Nomore det Soictants o Tutor (Nombres, Apeman ’ ParentescoRelacion con los Nitlos | PARA USO DEL CONDADG
Numaro de Sequro Social Estado Civil {mamue urg) Soexn
O casade (Fecha 0J Munca casado 3 Unide fibre Case name
O sepanace (Facha) O vivgo O oworciage [ Femen. [J mase
¢ Trabaja? iEs ciego ¢ ests minusvaliaa o incapacitagg? £Embarazada? & Sobicité Medi-Cal? - Case Sumber
3O s 0O ~o [ si, ; Dasde cudnaa?: Ox|O0si Own |Os 3 ne Workar Sumber
2 Comicio (Numer y Catle) Ciutad Cédigo Pestal F can
Bireccion Pestal (Si as difarente a @ anterior) Ciudad Cédigo Postal

(Area) Teidlong particutar (Area) Teléfong day Trabajo J {Area) Teldlorc para Mensajes | Persona con Quien dejar

MIEMBROS ADULTOS OE LA FAMILIA

( ) ( } ( ) Mensaja:
3 Cényuges padre o madre del nino (Nombres, Apellido) ' Parentesco con &t Soficitanta
Numera de Sequro Soczal Estade Civil (mamue uno) Sexo
O Casade (Facha) 0 Nunca casado (3 Unidn ire
{7 Separaco (Fecha) I viude O bivorciage | I Femen. (J Mo
¢ Trabaja? £ Es clego o estd minusviide o incapacitado? cEmbarazada? £ Salicitd Medi-Cal?
Ost One B 81, ; Desda cudnca> Ow|{Tsi Owno |0 s O ne
4 ESCRIBA EL NOMBRE DE TOOOS LOS NIROS ¥ OTRQS ADULTOS QUE VIVAN EN SU CASA:
o3
Q Fecha de LSolicitd
53 Nacie | | iEmbarsacar| (Estudiante?] Mooorss
2 5 Nombre Parentesco miento si No S No Si No
w&
=
o
o>
=
oW
83
L
=
5 Usted o alguien de su familia:
a. ;Estd pagando una casa o depanamentoc? Cantidad § O si O Ne
b. ¢Recibe hospedaje, servicios publicos, comida o TR 1T o S 0 si O ne
¢ (Trabaja a cambio de hospedafe, servicios pblices, contida o ropa? e ) S O nNe

Si repondlS sf a las preguntas b o ¢, conteste a las siguisntes preguntas:

LQud tue [o que recidbic? LQuidn lo recibié? LQuidn 38 lo dig?

ARREGLOS DE MANTENIMIENTO
EN ESPECIE,

B ;i85 4. u otro miembro de fa familia dependiente de akguian fuera def hogar para fines ceimpuestes ? [J 51 (O No

3 Nombre y direccidn de la perscna que reclama ta deduccidn de impuesios
&%
o
g 7 iracambiado estado migratorioiciudadania de alguno de usiedes sn os Gltimos 12 meses? O si O we
5 De quign? Nomer de Residere:
g :Cudl fue o cambia? Fecha:
x
8 iPadece Ud. o aigin miembro de sy familia de algun problema fisico 0 emecional que le dificulte trabajar o cuictar de sus
] necesidates persorales? Ost  Owe
@ +Cuidn?
9 iTena Ud o aigin mismbro ge 1a tamiia saguia médico? Os  Owo
£ Quién?

¢°bthd.oalgui.ndolafamiﬂaunﬂg.ﬂoocnbammmédicaodmuLodeMedlcamnucvns? O si  No

SEGURO
MEDICO

H i
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urde copIas de los ires it i e
Jggm?Nm?1_Nm. MOS Talones da pagy de cada PErsona qus esie Tebarando, ingras0 Neto Manme PARA USO DEL CONDADO
5 :;
Empieador Taidions de su Trabar Fecha de incso (S &5 un rabap ruevo} 7 wags Swox
( ) ! I S
Direccion (Nuzharo y Caile) Ciudad Estade Cosgo Postal
Horas da Trabajo a la Horas de Trabajo at Mes {D Pago semanal 0 Page quincanal Ingraso par Prognas
Sernana &3 Pago dos vecas al mes [J Oro £
§ Persona Numem 2-Nombre ngreso Neto Mensia!
3 _ $
3 Empleador Telétona de sy Trabapo Fecha de Inicio (5i es un trabays ruevo!
& { ) —
S | Direccion (Nimero y Calla) Ciucad Estade ]cod.go Postal
o
o
E:.E Horas de Trabaw a 3 Hors do Trabap atMes | (J Pago semanal O Pago quircenar Ingresa pot propnas
S |Semana 0 Pago dos veces ai mes (J oo s
E Persona Mimero 3-Nombre ingreso Nato Mensual
Empleador Teldfono de su Trabaja Fecha de Im: (Si es un abajo nueve) | 4
( ) / /
Directién (Nimer y Calle) Ciudad Estaca Cédigo Pestal
Horas de Trabajo ala Horas de Trabaje al mes | [J Pago semanal O Pagoquincenal | ingreso par propinas
Semana O Pago dos veces al mes 1 o 3
11 Si alguien do & famiia trabaja por cuenta progia, adunte copia de la (ima Deckraciin Feden) de Impuesias o Dectaracion de ingresas.
meam%mmmmmmmswwmmm? Osi Jwme
2 12a ¢Efecmcmemademeques’amdefnegodnqdelapef$onaquehaba;aporwen!aprop:a’ O si O N
g b. Equipo comersial, vehicules. hemamientas inventaric, umter‘eu(ncbyeruoganadooavesmemseanpaausopemrx
&
- c. Tpo de equipa:
13 :Ustec. o pacreimadre, su conyuge, o ios nifios que viven en casa tienen algun otro ingreso? O si O no
Si si, nombre la fuente de ingrese y ka canticad mensual. Si dicho INgreso no sa recibe mensualmante, indique con que
lrecuencia se recbe. Adjunis prueba de dicho ingreso,
Fuente de Ingreso Solicitante Cényuge Hijo
Jubitacién de Famocarmi o Seguro Social H H s
3 ss5uSsp 3 H H o _k
a Beneficies mm Veteranos (inclya pacns e Asisierria y Cuitarks] § 3 H
g Jubilacidn o Pension 3 3 3
f Ingresas por cobre de Intereses o Dividendes 5 S $
o Contribuciones (inciuyendo las de sus panentes) 3 $ 3
E Mantenimiento ge hijos o pensida alimenticia 5 $ $
Beneficios por desemplec s $ 3
Benelicios por incapacidad proporcionados por e Estade | § s 3
Compensacidn por lesiones da frabajo $ s H
AFDC $ $ $
Otro (describa) 3 $ 3
14 ,;Pagaalgunadehspemonasqueuanajaga:asdea.ﬁdadodemmemruaduuowapadnao? 3 si O e
Si si, conteste lo siguienta {adjunte recibos):
Nombre de fa Persona Edad de la Persona Cantidad del Frécuencia
qus Recibe Cuidadg que Recibe Culdadso, Pago del Paga
Persona 1
@ Persona 2
% Persona 3
o
3 LA quign le paga por este sarvicio?
E Nombre
o
Dirgccidn

15 :iPaga aigin miembro de 1a tamilia mantenimierio de hjos LI Si [J Mo  Cantkdag §
o pension alimaniicia por ofden de @& corte? o

Iﬁmocbemoeutamiaabwoprmm,smm? Osi Ono  Oudn?

MC 210 RV [5p) (2/90) (Tamep.}



o 17 Arote 1odas sus posesiones. tas del paaremadre, CONYUGE © MWCS 6N CASA . INCILYENGO A5 Suyas que esiEn 3 FOMOTE 08 Clro, PARA USO DEL CONDADO
> 4. Dwverc an elective o cheques sin cobmar Cantdaa $ [
5 b.mmmWWGOMmﬁm.msmmYﬂmmmm_mmm 0 Capies of acooung
w oﬁnd&mwmm mm,mmaemo CUertas a paze fp o fonoos Mmutuaksas i -
w
z Inethtucion Ansnclens Tioo de Cusnts Nomero de Cuwnis Yaloc/Saido
[2c]
g -
@
-4
=
[+
w
-3
:; ]83. N‘otenm:sbsbienasmicesq.nem mmhwmis.ﬁm.om(mmem.ommﬁmmm
3 ARTICULOS: casas, terrenos. departamenios, (3sas moviles consideradas como bienes raices para fines de impuestos.
E U otro. Sila propredad s nueva, adjure copia de escnturas de fideicomiso y dectaracion de impuestos.
3 Direccidn o deseripeién de [a propuedyd:
-
a N
= Valor de la nueva propiedad: § Cantidac qua cebe: § Pago mensual: $
g b. Direczidn o Cescripcion de la propiedad que ¥a no le pertenece:
P cvendid esta propiegad? {J S; I ne s si Cudndo? Vaior de dicha propedad $ -
o>
w iRegals esia propiedac a alguien? J Si I N sisfr oA Guien?
3 Si vendcid o regald la propiedad, agurte documentas que lo prueben,
] €. Anocte todos ios Segurn de vida, fidexcomiso Pala enterm, lotes de cementang. ataudes o cnptas :
i
@ Vabfnmialdemsegumsdevmﬁdebonﬁosdemﬁem.btsdewnenterb.amud%ouipm s___:f”
19 mmmammﬁnu&m.mmeus avianes. bates, irdders, vehiculos todo terrens{aun sina
hmr:)q.;elapenenezmnal}d 0 s famiia Adgurte copias de los regsucsaebsvehm&muenemmgum escriba "none
o
Q iSe emplea para
= Numero de Cantidad que Transporte?
-;-T__’ Fabricante y Modeio Serie Afio Propietaric todavia debe Sf No
¥
8 2[] 2. ¢Desea informacitn scbre los servicios de salud def Programa de Salud y Prevencion de Incapacidad para Nifcs ¥
o Adolescenies (CHDP) disponibies para menores de 21 afics? Osi 3 No
E b. iDesea informacion sobre el programa especial de ayuda suplementaria para Mujeres, Bebés y Nifios {WIC) para muje-
@ fes embarzadas 0 que estén amamantands y par nifies mencres de 5 afos? 0O =i 7 No
= 2 1 Informacicn Adicional: (Anote cualquiet infarmacién adicional a las preguntas 1 a la 20,
EE
ez
=9
&=L
E o
FS <

CERTIFICACION

He loido y recibido un ejempiar del fornularnio Informacion importante para Solicitantes de Medi-Cal (MC 21 9).

Estay informado, antiendo y estoy de acuerdo en cumpiir con todas las responsabiidades descritas en el formulario MC 219,

Entiendo que toda la informacion Que he proparcionade, incluyendo ta referente a ingrescs y beneficios, estd sujeta a investigacion y verificacion.
Entiendo que la Seccidn 1137delAchde!SegwoSoda!rec;ierequepmpordonerriNﬂmerodaSegu-cSodal (SSN) asi como ef de mis familiares, s yo (nosatros)
declarn{amos) tener un estado migratorio satistacioro, Eniendo que rmi SSN y ol de mis famiares serdn verificados y utilizados para comparar per medio de una
computadora los ingresos y recursos declarados con mlomudéndeldepanamenwdeasistendapabﬁm.deemplaodeleﬂado. de impuestas, de ta Administracion
del Seguro Social y otras agendias, Enﬁerdoq;eestosellevaambqaﬁndeveriﬁcami{mesm)aegbwadyhmdelmsto~§QMy,quseanm

salcilanteheneliciario reportar ot Trabajador de Elegitiidad

Es responsabilidad det solicitante/beneliciario y de 1a persona que representa al
cualquier cambio en un plazo de diez (10} dias a partir de 12 fecha en que ocusra,

y del Estade de Caklornia, que ta infarmacidn
contenid3 en esta Declaracién de Datas ¥ ¢ualquiera de los formularios suplemetarios que me pudieran pedir que complete es veridica y correcta.

Firrna dal Solcitante ] ' . . Fecha

Declaro bajo pena de perjurio, en conformidad con las Jeyes de los Estadns Unidas de América

Fiama deal Tasligo, Intérmprate o de 1A persena qQue ayuds al solictante a Banar el formularo Nimers de Tatéfore Fecha
Firma del Trabajadior de Blegibildad (EVW) Facha

ICQ'IOWISOJM{TW] Pigra 15 3



_ENCLOSURE 2
M €0 i.¢ a APPL'CATION

L F o HE
| o
cH\' Ln REN{ Please use the instructions to complete this application.
= Print clearly. Use biack or blue ink only,

f
!
—

SECTION 1: Tell us about the Person applying for the chifd, the pregnant woman or the 18 year oid applying for self.

LAST NAME FIRST NAME MIDDLE NITIAL BIRTHOATE
/ /
DaTE AL |

MO
HOME ADDRESS (NUMBER AND STREET). DO NOT USE A P.O. BOX APARTMENT NUMBER HOME PHONE # ]
¢ )
CliTy COUNTY 2P COLE WORK PHONE #
{ )
F MAILING ADDRESS (If DIFFEHENT FRCM ABCVE) OR PO, BOX FI APARTMENT NUMBER MESSAGE PHONE #
{ }

CiTY F ZIP CODE \EfsVEHSAT'l;LA\JGUAGE DO YOU SPEAK

check the box(es) below.
I DO NOTWANT: [ Healthy Families: Do not send birth certificates. Do not complete the Mealthy Families Page.

EWe will enroll the child or pregnant woman in the pragram they quatity for. If you do not want to be enralled in one of these programs,

Name: Last

First

Middie

MName on Last

Birth
Certificate: First
(f sama as #17
above, feave Middle
&ank )
i If the child's address
is nat the same as in N

Section 1, Question 3,
give complete address:

[il Relationship to person
in Section 1:

Sex: JMale Dremae | I mae L remae | TAmae Femate | ‘dMale JFemale | Maie L Femaie

Date of Birth: / / / / / / / / / /
MO QATE YR MG DATE ] MO DATE ¥R MO DATE YR MO DATE YA

Place of Birth: County
or State or Country,
if outside the U.S.

Ethnic Code:
(See #24 Instructions)

U.S. Citizen or National? dves Ino Uves QO no ves Tno Oves Qo Aves Ono
i *na”. please write date ; ; ) ) ) . / ) , ) ,

of entry into U.S.
4 WO BATE YA MO DATE 'R MO DATE YR MO DATE R MO DATE
";3 Sacial Security #-

YR

Social Security Numbaers arms nat required for Healthy Families or for parsans whowant emargency or pregnancy related senaces onty.

etie AT Vo9 FOR HELP, CALL TOLL-FREE, 1-800-880-5305



SECTION 2: Continyed

A 4

Pregnant Woman
ar 13 year gig
.'::pi',-mr; tar
selt

Mother's Nama:
Last

First

Dces the mather live
in the home?

iJ Yes ":] No

I Yes [alie]

ves D no

'j Yes -3 Np

D Yes D No

E Father's Name:
Last

First

Caes the father live
in the home?

4 Yes ‘4 No

DYes 3 Neo

J ves Qo

] ves No

] Yes () No

Name of teen’s spouse
or pregnant woman's
husband:

¥ iving in the home}

Does any person(s)
being applied for have
no-cost Medi-Cal?

It “yes™, give date
coverage ends/ended.

DYes O e

MO DATE YR

a Yes D No

! !
MO DATE YR

D ves QI No

/ /

MO DATE ¥R

DYes | No

CATE YR

DYes D No

MO DATE YR

Boes the pregnant
woman and/or children
have other heafth, dental
or vision insurance?

Oves O no

0 ves (1 No

] Yes D No

Oves ONo

—
i

Uves Ono

Were any of the children
insured by an ermployer
in the last 80 days?

lf "yes”, check the main
reasan why health
insurance stapped and
give the date it stopped.

:IYes DNO
T ostjon

13 Moved and no
insurance available

Ovws QO No
D Lost ol

4 Moved and na
insurance avaiabie

| Yes (I No
O Lostjob

DMoved and no
insurance available

Cves QOnio
3 Lost jou

insurance available

DMoved andno- - --

D ves L No
U tost job

I Moved and ng
insurance available

L

d Employer endeq U Employer ended 3 Empioyer ended (A Empioyer enged O empioyer ended
benefits to all benefits to all benefits to ail benefits to all benefits to all
employees employees employees employees employees

Jdcosra coverage dcosra coverage Qcosra coverage Qcosna coverage Qcosra coverage
ended ended ended ended ended

«J Other QO other U other Jother U other

/. / / / / / / / / /
MO  DATE  vR MO  DATE YR MO DATE YR MO  DATE YR MO  DATE YR

SECTION 3: Family members living in

program your children are eligible for,

the home. Family size is taken into consideration when determining which

&

Section 1, Question 1.

List any other children fivin

g in the horme under age 21 who are not listed in Section 2. Give their relationship to the person in

LAST NAME, FIRST NAME BELATIONSHIP LAST NAME, FIRST NAME RELATIONSHIP
LAST NAME, FIRST NAME RELATIONSHIP LAST NAME. FIAST NAME RELATIONSHIP
Are any family members who are living in the home pregnant?  (dves INo
It yes, who: Date Due:
List any stepparent living in the home not already listed:
LAST NAME, FIRST NAME
0o any of the peagle listed in this Section, or any of the parents listed in Section 2, want Medi-Cai? QOves TIno

MC 321 HFP (rev. 3/98)
APPLICATION



SECTION 4: List the gross income (before taxes) of all persons listed in Secti
Section 3 who live in the home. i seilt-empioy
Questions 37, 38 and 40 in thisg section,

on 2, Questions 17, 27, 28, 29 and
ed or using federal income tax return to prove income, only complete

NAME QF PERSON WITH INCOME : SQURCE OF FE] HOW OFTEN HOW MUCH sl SOCIAL SECURITY #
INCOME? AECEIVED? GROSS INCOME? (Opsonal)
1
2.
3.
4,

SECTION 5: Deductions from Family mcome. The answers in this section will hel

p determine what amounts may be
deducted from your family's gross monthly income.,

[FT e oF pavvent B8 name oF il MONTHLY AMOUNT F DEr o CARE OF <IN B ontrir amou
YOUR FAMILY MAKES | PERSON WHO PAYS PAID (Lot orcrn o PAID
Child Support 1.
Alimony 5
3.
4.
SECTION 8&: Other Coverage.

ad Has anyone filed a lawsuit because of an accident or injury on behalf of the pregnant woman

and/or child applying for benefits? : UdyYes D No
i Does the pregnant woman and/or child want to apply for Medi-Cal coverage
for any unpaid medical expenses in the last 3 months? Oves QONo

If “yes", fist month(s):

SECTION 7: Voluntary Information. Not required. Your answers will not affect your eligibility but they wiil help the
state to get additional federal money to pay for health care programs.

Is there more than one car in the children's housshold? dvyes QNo
Is there more than $3,150 cash in bank accounts in the children's household? HAyes ONo

~

SECTION 8: Signature and Certification.

I declare under penaity of perjury under the faws of the State of California that the answers | have given in this application, the
declarations made, and the documents submitted are true and correct to the best of my knowfedge and belief. | declara that | have
read and understand the application instructions, the declarations, and ail information printed on this appiication.

Signature Date
Witness Signature Date
(# person signed with a mark)

Authorized Representative {1 any) Date

SECTION 9: Reimbursement for Application Assistance, For Certified Application Assistant use only.

EX] I certify | had help completing this form from the Certified Application Assistant listed below, Thig CAA help was FREE of charge._ The
state will not issue a reimbursement to the EE unless Section 9 is completely and correctly filled out at the time this application is submitted.

Applicant Signature

Date
! CAA Signature CAA# EE#

Date

MC 121 HFP (rew, 99}
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Slaie of Casfom.a—tHaath and Welfare Agency ENCLOSURE 3

REDETERMINATION FOR MEDI-CAL BENEFICIARIES

INSTRUCTIONS: Your Continuing eligibility will be decided on the int
form on someone else’s behalf, the term you" a

(LONG-TERM CARE IN OWN MFBU)

ormation you give on this form. #f you are
ppiies to that person. ALL QUESTIONS MUST BE ANSWERED.

completing this

1. Mame ffrst, micidle, Lxst) Date of birth {rwonth, day, year) Social Security aumber®
2. Long-term crw facity narme Marital satus Medicare claem nurmber
Faciity address {number. strest) Ciy TP coude
3. Name of spouse Social Security mumbme Telophons
| ()
Address of spousa (nurmber, ST eal} Cay State AP code
4. Name of person helping comphste form Relaticrabip Telephane
{ )
5. Address of person helping with farm (if nformaton regarding beneficiary shoukd be sent % this person)
Number, sreet Clity Stale ZIP ouce
8. Do you own any real property, have an interest in real property, of own a trailer or mohbile home taxed COUNTY USE ONLY

as real property? T et b e st n bt s st s e eneen e (3 ¥@S T ND
If yes:
a. Is this property your former home? oo . BOYes ONo

If yes, do you intend to returm o that property to live in the PR ? et [(J Yes (T No
(If this intent changes, you must notify the county within 10 days.)

# you do not intend 1o retumn to that property, does anyone slse live there now? ... TOYes ONo
If yes, enter name: Relation o you:
Basis of dependency (financial, medical, etc)
How long have they lived there?

PR OYes ONo

b. Is this property currendy fisted for sale? e ettt ssenasen st st sns bt e eenenens. L) ¥ES E3 MO | ) DHS 7014
Description of property:
Address of property:
Owner{s);
Full vaiue {from tax statement): $ Amount owed: 3 Utiized [JYes [JNo
Rent collected each month: s Expenses on property. $
Interest $ OvYearly D momhy  insurance § O Yeaty T oty
Taxes and assessments 3 O vearty I Meethty Upkeep and
Utlites $ 3 veaty T mMonthiy repairs § O Yeaty O Marmny

7. Do you have a life estate in any g T = L N = T s
if yes, describe:

B. Do you own a nole, mortg;g_e, ordeed O USI? it et LD T€S ) MO
lfyes: Appraised value % Monthly payment: § Interest rate; %

9. Do you have any checks or money on hand in banks, savings and loans, or credit unions, etc, Current month income included
(checking or savings accounts), or a patient trust account, or being beld tor you by anyone, or being OYes OnNo
kept anywhere for you? ................... e e st ena £ et em e eem et et e eet emenrem et met e OYes [INo
if yes:

a. On hand? s
Lacartion Asmount Account rurnber

b, inbank or savings? L]
Lecation Amount Acsourt number

$
Location Amount Actourt, numbec

€. Heid or kept for you by anyone? 3
Locaticn Armaung Account nueriee

MC 252 (597

Page 1 od 3



10. Have you sold, transterred, or given away any property {inclucting money) ar any tme in the pastyear?.. O Yes TINo | J Verification
if yas:
Date of Transter, Amount
Deacription Sale, or Gift Valus Recsived
3 3
5 5
3 ]
11. Do you own any of the foilowing items of property? Check yes or no. If yes, provide the ather information requested.
Yas | No | Purchass Price Current Value Amaunt Owed
a. Stocks or bonds, cenibcates of deposit, money market,
or mutual lund account s 3 5 $
b. Jeweiry valyed over 3100 (other than wedcing ar
engagement heidooms) 3 % 3 O Exernpt
<. Burial reserve or trust s 3 3 s
d. Burial plot, vauit, or crypt 3 3 5 $
e. Business equipment, tocis, inventory, or material 3 s g $
. Other 3 3 3 $
12. Do you own any annuities or life insurance poicies or long-term care insurance policies for yourself o Venfication of CSV on file?
anyone else"‘f TYes ONo gop - - —
. : y of annuity on file?
% yes: OYes O Ne
Current - -
Company Name ot Insured or Annuitant Face Vaius Cash Value Sgn';es geﬁé' TC e
a S X B _ Amount paid out §
b. 3 S DHS 5155 completed
c. 3 g QOYes 0O Ne
13. Do you own a moter vehicie (ar, ruck, ete.); ora beat, camper, or motar horne:; ar mobile home or
trailer not taxed as reai property" OYes ONo | Exempt O Yes O No
i yes:
: Class Coda
Description (From Registration) Year Purchasg Prica | Amount Owad
3 3
3 3
14. Do you or your spouse receive any income? T e s e () Y€8 () NG EI
: ; ; ; ; : s$e copy of award lelter or
_if y.es, fist the source a_nd amgunt of Jrlcorz_ue recen_ve.d each month. If incoma is received less often than monthly, check or other verification
indicate how often received. Attach verification of this incorme,
When Paid/How Often Applicant Spouse
Social Security (green check) $ 3 3
SSUSSP ~ 3 3 3
Hailroad retirement 5 3 3
Veterans benefits {including Aid and Attendance payments) 3 3 g
Retirement or pension 3 3 3
Annuities 5 $ 3
Interest income or dividends 3 3 [
Contributions (induding those from relatives) 5 3 3
Eamings {gross) 3 3 $
Other (include lump sum payments, inheritance, ete.) 3 $ 3
15. a, Have you or any lamily member ever been in LS, military service? ... Yes O3 No | CAS5 (if not already complated)
b. Are you or any family member the spouse, parent, or child of a person whe has been in U.S,
MUArY SErVICE? ..ot s i3 Yos (O No
18. Have you applied for or do you think you are sligibie for any payments you are not naw receiving? ... JYes [JINo
I yes: '
Kind of Paymant Date Appliad For| Date Expected

MC 262 (597

PageZoll



17. Do you have Medicare t::verage" T ves ONo
if yes:
Narma hlacicare claim numter Monthly premasm
Deduction from check? (JYes (JNo Dta vt fic
Paid by you? OvYes ONo
18. Do you have health or hespitalizatian msurance" O Yes O No | DHS 8155 complatag?
If yes: OYes O No
Narme of ngurance company OHC Code
Premeum you pay How piten?
s 33 Monthiy O CQuarterly 3 Yearly
9. Would you like to speak to a social worker about senvices avallable toyou? ... OYes O No | Service Referral JYes INo

If yes. explain the services you wish to discuss:

20. Additional informaton

BE SURE YOU HAVE READ EVERY ITEM AND ANSWERED ALL THE QUESTIONS.
ﬁgﬁﬁ'ﬂ-iE FOLLOWING CAREFULLY BEFORE SIGNING.
| dedlare under penalty of perjury that the answers | have given are correct and trie 1o the best of my knowledge.

| agree to teil the county weltare department within ten days if there are any changes in my (or the person's on whese behalf | am acting) income, possessions,
oF axpensas, or a change in my iiving situation. | agree 1o meet all the other responsibilites explained in the “lmportant Information for Persons Requesting
Medi-Cal® (MC 219) | received at the time of my application for Medi-Cal. (A rew “Important Information for Persons Requesting Meid-Cal® (MC 219) will ke
provided if there is a change in the person acting on behalf of the beneficiary. )

| understand that Sections 215, §202, and 9203 of the Probate Code and Section 14009.5 of the Welfare and Instiutions Code provide for the recovery of all
Medi-Cal benefits received after age 55 from the estate of a Medi-Cal beneficiary if there is no surviving spouse, minor children, or blind or lotally disabled
children, or it would create a hardship for my heirs. After the death of my surviving spouse, the State has the right to claim from the part of his/mer estate
received from me, all Medi-Cal benefils | received after age 55 up to the amount of Rroperty my spouse received from my estate.

| understand that | may be asked to prove my statements, but that the county is required by law to keep them confidential.

| understand that if | am dissatisfied with any action or inaction taken by the county weltare department, | have the right to a state hearing which may reguest
from the county welfare depariment within S0 days after the action or inacton with which | am dissatisfied,

| realize that if | deliberately make false statemenis or withhoid information, | {or the person on whase behalf | am acting) may lose my (or hisher) Medi-Cal
card and/or be prosecuted for fraud.

Signature of benelicany Date
Signanue of person acting or beneficiary Oxe
Signature of witness (i beneficiary Signed with mark) Care
£.W. signatyry Oaa
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Enclosure 4
PILOT SUMMARY

In each county, the pilot (mail-in) approach was compared to the control (face-to-face) approach.
Three key study variables were reviewed: (1) the time required to conduct the redetermination; (2)
the change in share of cost (SOC); and (3) the difference in cases discontinued as a result of the
redetermination requirement. Data was collected from a total of 16,615 cases. Total cases in the
control group equals 6,465 and the pilot group equals 10,150,

In addition, the Medi-Cal Eligibility Branch conducted on-site case review in the five counties and
collected additional data on 10 percent of SOC and 20 percent of the discontinued cases from the

FINDINGS
1. Length of Time to Complete a Redetermination

The tasks associated with the redetermination process are: mailing packages, reviewing the
forms, contacting the beneficiaries on the telephone, and conducting the face-to-face

interviews.

. The control group average was 50.4 minutes per case, including 2.2 minutes for
telephone contacts; and

. The pilot group was 45.4 minutes per case, including 4.0 minutes for telephone
contacts.

The data shows there are time savings with the mail-in process even with a longer time spent
on telephone contacts.

2. Change in SOC

The SOC data is used to determine if information received at redeterminationhas any impact
on budget recomputation. The data collected shows:



. 5,700 cases had a SOC during the Pilot: control group equals 2,163 (38 percent) and
pilot group equals 3,537 (62 percent);

. the control group: 69 percent had a SOC before and after redetermination, 17 percent
did not have a SOC before but gained a SOC after, and 14 percent had a SOC before
then lost the SOC after:

. the pilot group: 74 percent had SOC before and after, 13 percent had no SOC before
but gained a SOC after, and 13 percent had a SOC but lost the SOC after the
redetermination.

The SOC data from the survey forms shows 1.06 percent more cases in the control group
gained a SOC and the pilot group had .49 percent more cases lost a SOC. The data does not
show the actual gains or losses because the survey form was not designed to capture the
actual gains or losses. When the Med.-Cal Eligibility Branch conducted the on-site case
review, the SOC data collected demonstratesusing the mail-in process did not result in lower
SOC for the beneficiaries in the pilot group. The on-site case review SOC data shows:

. A greater number of cases had an increase in the SOC after redetermination and the
pilot group had higher ratio of SOC increases than the control group;

- The difference in SOC increases between the two groups is only 2 percent (40
percent control versus 42 percent pilot); :

. Some income cases with children were cligible for benefits under one of the federal
poverty level programs or Sneede v. Kizer budgeting; and

. The beneficiaries had already reported the increase in earned/unearned income on
their Quarterly Status Report in the same month of the redetermination and that
rebudgeting was already in progress.

3. Discontinued Cases

There were more discontinuances among the pilot cases. The differences between the two
groups are not significant but the reasons for the discontinuance were different.

. - Pilot discontinuance 11.3 percent (1, 151 cases) versus 9.2 percent (593) for control
cases;

. Percentage difference between the two groups, 2.1 percent;

. Highest discontinuance, 8.2 percent (892) in the pilot group are in the “failure to

cooperate” category; and
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. Highest discontinuances, 5.1 percent (332) for the control group are in the “no show”
category.

received at redetermination.
The on-site case review data shows:

. most cases discontinued for failure to cooperate were for incomplete or non-return
of the redetermination forms; and

. no particular pattern of reapplication when beneficiarieswere discontinued for failure
1o cooperate with the requirements of annual redetermination.

CONCLUSIONS

Face-to-face interview can become an option when implemented with Department of Health
Services directives and established standards. To protect the integrity of the Medi-Cal
program and ensure that the face-to-face interview requirementis imposed on the applicants
or beneficiaries correctly, the Department, with the counties’ cooperation, could identify the
standards and fraud indicators to assess cases that would require a follow-up interview.



